Contraception can play an important part in a woman's life. Modern contraceptives provide a wide array of options for the effective prevention of unplanned pregnancy and sexually transmitted infections. The UK General Medical Services contract offers incentives to increase contraceptive service provision in general practice. This article considers contraception provision and the role of the nurse in enabling patients to make informed choices that reflect clinical best practice and the individual's life circumstances.
provision of preventive sexual health services in the uK has been calculated to save the nhs more than £2.5 billion a year (Department of health (Dh) 2001), and every one pound spent on contraception services is estimated to save the nhs £11 (McGuire and hughes 1995) . evidence further showed that the nhs could save a further £30 million a year by improving contraception services, in particular by ensuring access to the full range of methods in a variety of settings (Armstrong and Donaldson 2005) . it is established practice that general practice should always supply basic (level 1) contraceptive services (Dh 2001) . patients have the added advantage of continuity of care if their general practice offers a full and comprehensive range of sexual health services -including contraception -with practice nurses being ideally placed to promote sexual health as part of healthy living advice (hampson 2006). practice nurses are often the first point of contact for women when deciding on contraception (hearton 2012). Many women will, however, have already given some thought to, and quite reasonably have established preferences for, what method they would ideally want to use before sitting down with a practice nurse to discuss contraception.
contraceptive choice is often influenced by a number of different factors and objective facts may not be the strongest determinants. for example, the experience of a friend who had a dreadful time with a particular method could weigh far more heavily than any amount of evidence to the contrary (robinson 2009). choice will also be influenced by age and the stage of an individual's or couple's reproductive life (family planning Association (fpA) 2011a). it is important for practice nurses to support their patients to consider their initial expressed preferences alongside those contraceptive methods that are most clinically suitable for them (national institute for health and care excellence (nice) 2005, faculty of sexual and reproductive healthcare (fsrh) 2009).
Clinical suitability
The united Kingdom Medical eligibility criteria (uKMec) provides evidence-based guidance and recommendations for clinicians advising on, and prescribing for, women about contraceptive methods (fsrh 2009). There are four uKMec classification levels: ■ ■ uKMec 1 -a condition for which there is no restriction for the use of the contraceptive method. ■ ■ uKMec 2 -a condition where the advantages of using the method generally outweigh the theoretical or proven risks.
Art & science | contraception ■ ■ uKMec 3 -a condition where the theoretical or proven risks usually outweigh the advantages of using the method. provision of a method to a woman with a condition given a uKMec category 3 requires expert clinical judgement and/or referral to a specialist contraceptive provider since use of the method is not usually recommended unless other methods are not available or not acceptable. ■ ■ uKMec 4 -a condition that represents an unacceptable health risk if the contraceptive method is used. Table 1 (page 20) lists the contraceptive methods available that practice nurses should be familiar with if they are to advise women appropriately. it is beyond the scope of this article to summarise all of the conditions for each uKMec category, but full details are available from the fsrh at www.fsrh. org/pdfs/ukmec2009.pdf.
A good holistic history is imperative to assessing medical eligibility for any contraception use and delivering patient-centred care. There are certain medical conditions when the combined methods should not be prescribed (uKMec 4) , and where careful consideration should be given before doing so (uKMec 3). An example would be that a personal history of a definite venous thromboembolism remains an absolute contraindication to any combined hormonal method (fsrh 2009). The practice nurse should also consider other risk factors such as a high body mass index (BMi), cigarette smoking, hypertension and migraine (robinson 2009).
These factors may not exclude the patient from receiving combined hormonal methods but need to be considered carefully. An example of this could be a BMi over 30kg/m 2 , which would put the patient into uKMec 2, or a BMi over 35kg/m 2 which would increase the risk to uKMec 3.
The application of uKMec criteria varies with contraceptive method, and each method and category need to be considered separately (fsrh 2009). While physical examination is not usually required, if an intrauterine device (iuD) or intrauterine system (ius) is being considered, it is worth checking if an up-to-date sexual health screen is available to avoid introducing infection into the uterine cavity. it is also a good opportunity to ensure cervical screening is up to date (Guillebaud 2009) . A follow-up visit after initiation of any contraception is advised to assess any problems, check blood pressure and to discuss any compliance issues if necessary.
for combined hormonal contraception this follow-up appointment is normally three months later, and for intrauterine contraception it is six weeks (fsrh 2009 (fsrh , Guillebaud 2009 ). face-to-face counselling should be backed up by written information. A randomised control trial conducted in a primary care setting found that if fpA leaflets were widely available and accessible there was an associated threefold increase in good combined oral contraceptive pill (cocp) knowledge at three-month follow up (little et al 1998).
it is not appropriate for the practice nurse to simply state that uKMec 1 and 2 are safe, while 3 and 4 are unsafe. someone who falls into uKMec 3 with one condition could still be considered to use that method but would need careful consideration and clinical judgment should be exercised. however, when an individual has multiple conditions scoring highly, use of the contraceptive may pose an unacceptable health risk. if practice nurses feel they are unable to make this decision then referral onwards to specialist contraceptive services may be necessary.
Psychosocial needs and life circumstances
in striving to provide consistent clinical information and apply the uKMec criteria, it is important to avoid inadvertently adopting a one-size-fits-all approach. A good holistic history has to consider the social, physical and psychosocial factors that influence the patient's sexual health (nhs Greater Glasgow and clyde 2010). The practice nurse should also take the opportunity to re-evaluate and assess such issues at patient reviews. An understanding of an individual's life circumstances and psychosocial needs can help practice nurses enable their patients to choose the most effective contraceptive method that will best suit them at that particular time in their lives (luthra 2007, hearton 2012).
Women's contraceptive needs change throughout their lives. A single woman, with no plans for a family in the foreseeable future, will have different contraceptive requirements from a woman in a committed relationship who is considering trying to conceive in the near future.
The equality Act 2010 highlights the need to consider age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex, and sexual orientation. for example, it is important to be able to tailor the consultation to the specific cultural background and concerns of the patient, and to avoid simplistic stereotyping of individuals who belong to different minority ethnic communities (Brook 2009). similarly, the risk of sexually transmitted infections is not the sole provenance of young people, with increasing cases being diagnosed in those aged 50 years and over (von simson and Kulasegaram 2012) . research has found that many lesbian and bisexual women felt that their healthcare practitioner, having assumed that they were heterosexual, offered them inappropriate sexual health advice, including unwanted -and unnecessary -information on contraception (hunt and fish 2008). similarly, while research has found that many people with learning disabilities are able and willing to talk about sexual health, they often feel that they have limited opportunities to do so, not least because of the restrictions that carers and staff can place on them (simpson et al 2006) .
it should also be acknowledged that, while this article has focused on the role of the practice nurse in supporting women's choices, contraception should not be considered as an exclusively female concern in the case of heterosexual couples. practice nurses should encourage male partners to engage with the consultation and make them feel involved in any discussion or decision (hampson 2006) .
The importance of a tailored approach is most keenly felt in relation to providing contraceptive advice and support to patients under 16 years of age. The sexual offences Act (2003) and the sexual offences (scotland) Act 2009 determine that sexual activity under the age of 16 is unlawful. While this should not impinge on the nurse's ability to provide confidential sexual health advice, the nurse must be satisfied that there are no concerns about abuse or exploitation (scottish parliament 2009). The Age of legal capacity (scotland) Act 1991 allows that a child under the age of 16 has the legal capacity to consent to his or her own treatment where certain conditions are met. This is a set of criteria that must apply when clinical practitioners are offering contraceptive services to under 16s without parental knowledge or permission (nspcc 2012). The fraser Guidelines, sometimes referred to as whether the young person is 'Gillick competent', state that the following requirements should be fulfilled: ■ ■ The young person will understand the professional's advice. ■ ■ The young person cannot be persuaded to inform their parents. ■ ■ The young person is likely to begin, or to continue having, sexual intercourse with or without contraceptive treatment. ■ ■ unless the young person receives contraceptive treatment, their physical or mental health, or both, are likely to suffer. ■ ■ The young person's best interests require them to receive contraceptive advice or treatment with or without parental consent. Although this judgment referred specifically to doctors, it is also considered to apply to other health professionals, including practice nurses. irrespective of what the advice given is, it is important to tailor the consultation in an age-appropriate fashion, not least to balance the duty of care to, and confidentiality for, a young person. The Department of health's You're Welcome quality criteria provides useful suggestions for how best to deliver such young people friendly support (Dh 2007). however, practice nurses who feel they are unable to make the decision regarding a young person's 'competence' based on the fraser guidelines should signpost the individual to another appropriate professional who can.
Implications for practice
Using standardised assessment tools Many practice nurses use standardised assessment tools, as they provide a consistent structure for questions, ensuring no important information is missed, especially clinical risk factors (Kemp and richardson 1994) . importantly, these tools need to be used flexibly in the contraception assessment, and professional judgment must be applied to adjust the questions according to a patient's specific needs (Guillebaud 2009 ). While individual clinics may develop local assessment tools to promote consistency, these should be evidence based, whether they use a paper pro-forma or a computerised system (Jolley 2002 (Jolley , french 2007 . ultimately, good communication skills are essential in sexual history taking. While computerised assessment tools provide a valuable means of standardising data collection and facilitating clinical audit, they need to be used carefully to avoid de-humanising the consultation by reducing direct interaction between the practice nurse and patient (Bergeson 2006) .
Applying patient group directions Many practice nurses issue or administer treatment under the guidance of patient group directions (pGDs) (nhs executive 2006). A pGD is defined by the nursing and Midwifery council (nMc) as a 'written instruction for the supply and/or administration of a named licensed medicine for a defined clinical condition ' (nMc 2008) . pGDs allow a range of specified registered health professionals to supply and/or administer a medicine directly to a patient with an identified clinical condition (campbell 2004) . however, it is vital that all practice nurses working with pGDs must be assessed as clinically competent to do so (freer 2003) and must comply with the standards set by the nMc (nMc 2008).
Encouraging sexual health literacy it is important to encourage greater evidence-based sexual health literacy among as many women as possible. Given the wide -and potentially confusing -array of contraceptive methods that are available, practice 
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How effective it is
More than 99% if used correctly.
How it works
Stops ovulation and thickens cervical mucus. 
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For related information, visit our online archive of more than 7,000 articles and search using the keywords nurses must be able to provide accurate information to enable their patients to make informed choices (fpA 2011b). A variety of reliable websites are available to further signpost women to if they wish to source contraceptive information directly (such as www.talkchoice.co.uk), many of which also provide access to online tools that allow women to make contraceptive choices by answering questions related to their lifestyle, medical history and their contraception-related priorities (Brook 2012 (Brook , fpA 2012 . practice nurses should, however, ensure that any such online resources signposted to are reputable, with their content reliable and presented responsibly.
Regular continuing professional development
The nMc code of professional conduct states that practitioners must maintain knowledge and skills throughout their working lives, and are responsible for delivering care based on current evidence-based research (nMc 2004) . in 2003, nhs education for scotland produced a framework document, A route to enhanced competence in sexual and reproductive health nursing, and in 2009 the rcn produced its framework document, sexual health competencies: An integrated career and competency framework (nhs education for scotland 2007, rcn 2009). These resources effectively promote a self-reflective approach to continuous learning, encouraging practice nurses to identify gaps in knowledge and skills while planning an effective way of filling any gaps and allowing them to progress confidently through levels of competence.
Conclusion
The role of practice nurses in the provision of contraception and sexual health is ever increasing, as is the complexity of the issues that they have to help their patients to navigate. To provide patient-centred care it is important that practice nurses update their skills, knowledge and resources continually, and are supported to do so, while always engaging with the specific needs of their patients.
